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leakage or prolonged respiratory support was observed nor did major
bleeding, mediastinitis or empyema occur.
Discussion
The slitting of the left upper pulmonary lobe is an easy and
effective method to avoid traction to the LITA conduit and is
also applicable in off-pump surgery. To arrest the ventilation
during the procedure is a very useful trick, first to simplify the
positioning and second to avoid injury of the inflated lung with
the tip of the stapler. This technique is also applicable on the
right side, but until now, we have no experience as to how much
graft length we could gain with a slit right lung. The main
advantage of this technique is the straight,tension-free position-
ing of the graft without kinking. Furthermore, in case of a redo
procedure, the LITA graft is protected underneath the lung and
is far away from the track of the sternotomy. However, a
disadvantage is represented by the costs in connection with the
single-used disposable device. The costs for the device and the
clip suture amount to approximately $250 US. A possible pitfall
might be in patients with multiple apical bullae. A single slit
could result in persisting air leaks caused by the possibility of
torn tissue. If the patient fulfills the criteria of lung volume
reduction surgery, a more extended procedure with resection of
the upper segments or a bullectomy could be performed.
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Closure of ventricular septal defects in the donor
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T he limited supply and increasing shortage of adequatedonor organs for transplantation has been met withexpansion of criteria for donor heart acceptance.1
Patent foramen ovale and atrial septal defects have been diag-
nosed after cardiac transplantations2,3 and have been treated by
surgical or transcatheter closure.4 Occasionally, significant right-
to-left shunting across a septal patent foramen ovale might result in
profound hypoxemia. Residual atrial defects might cause a serious
hemodynamic compromise because of shunting and significant
tricuspid regurgitation.3 The present report describes 2 successful
heart transplantations after
concomitant surgical closure
of a ventricular septal defect
(VSD) in the donor heart.
Clinical Summary
PATIENT 1. A 41-year-old man with no medical history was
given a diagnosis of brain death after self-inflicted head trauma,
and consent was obtained for multiple organ donation.
The preharvesting transthoracic echocardiogram revealed a small,
4-mm, restrictive perimembranous VSD with a normal ejection frac-
tion and normal heart valves. Hemodynamic parameters were com-
pletely normal without need for pharmacologic support.
A compatible 58-year-old male recipient with terminal idio-
pathic dilated cardiomyopathy was identified at our institution.
The donor heart was explanted through a median sternotomy,
and cardiac arrest was induced with 1 L of Celsior solution
(Sangstat, Montreal, Quebec, Canada) at 4°C along with surface
cooling. Before transplantation, the VSD was repaired on the back
table through a 4-cm right anterior ventriculotomy. Two inter-
rupted polypropylene 4-0 sutures were used for closure of the
defect (Figure 1, A). A standard orthotopic heart transplantation
with biatrial anastomotic implantation (Stanford technique)
was then performed with an ischemic time of 106 minutes. The pa-
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tient was discharged after an uneventful postoperative course. A
transthoracic echocardiogram performed 4 weeks after transplan-
tation showed mild tricuspid insufficiency, with a mean pulmonary
artery pressure of 35 mm Hg and a small residual restrictive VSD.
The patient had a favorable course and is in functional class I at 42
months’ follow-up.
PATIENT 2. A 31-year-old woman was given a diagnosis of
brain death after craniotomy, and consent was obtained for mul-
tiple organ donation.
The preharvesting transthoracic echocardiogram of the donor
heart revealed an 8-mm restrictive perimembranous VSD (Figure
1, B) with a left ventricular ejection fraction of 70% on 6 g · kg1
· min1 norepinephrine.
A compatible 59-year-old male recipient with terminal idio-
pathic dilated cardiomyopathy was identified at our institution.
The donor heart was explanted as described before. The VSD was
repaired through a right auricular approach with 2 interrupted
polypropylene 4-0 sutures. A standard orthotopic heart transplantation
(Stanford technique) was performed with an ischemic time of 96
minutes. The postoperative course was uneventful. An echocardio-
gram obtained after 2 weeks showed a mild, inferior, nonconstrictive
pericardial effusion with no residual VSD. The patient had a favorable
course and is in functional class I at 6 months’ follow-up.
Discussion
We report 2 cases of surgical closure of VSD immediately before
heart transplantation. Confronted with a limited supply, criteria for
donor hearts are continuously expanding.1 Previous surgical repair
of an atrial septal defect before transplantation has been reported.5
Previous studies have reported surgical or transcatheter closure of
residual atrial septal defects distant from the transplantation.5
The goals of the procedure were to harvest the donor heart,
correct the VSD, and proceed with the transplantation successfully
within an acceptable amount of time. Surgical closure of the VSD
before implantation in the recipient was done on the back table by
using an auricular and ventricular approach, respectively. These
repairs had no untoward functional consequences on the patient’s
outcome and recovery.
On the basis of this small experience, heart donation should be
considered in the presence of a small VSD without compromise of
right ventricular function. Appropriate selection will contribute to
the enlargement of the pool of available donor organs.
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Figure 1. A, Operative photograph of perimembranous VSD. B,
Echocardiogram.
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